This packetis an exampleof| STATE OF CALIFORNIA

the orderin whichdocument| DWC DISTRICT OFFICE
shouldbe filed. Theseare not

examplesof how to fill out DOCUMENT COVER SHEET

forms/documents.
Is this anew case? Yes [ | No Companion Cases Exist Walkthrough ~ Yes D No

More than 15 Companion Cases l:l

09/10/2008
Date:(MM/DD/YYYY)

SSN:  000-00-0000

v | Specific Injury
ADJ12345 03/19/2005

Case Number 1 [ ] Cumulative Injury ~(Start Date: MM/DDYYYY) (End Date: MM/DD/YYYY)

(If Specific Injury, use the start date as the specific date of injury)

Body Part 1: 420 | Body Part 3:
Body Part2: 100 Body Part 4:
Other Body Parts:

Please check unit to be filed on ( check only one box )

ADJ [ ] peEU [ ] sIF [ ] uer [ ] voc ] INT [ ]Rsu

Companion Cases

[ ] Specific Injury

Case Number 2 [ ] Cumulative Injury ~(Start Date: MM/DDYYYY) (End Date: MM/DDYYYY)
(If Specific Injury, use the start date as the specific date of injury)

Body Part 1: Body Part 3:

Body Part 2: Body Part 4:

Other Body Parts: ‘
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STATE OF CALIFORNIA
DEPARTMENT OF INDUSTRIAL RELATIONS
DIVISION OF WORKERS' COMPENSATION

STIPULATIONS WITH REQUEST FOR AWARD

Date of Injury
Case No MMIDDIYYYY

SSN Numbers Only)

Venue Choice is based upon: (Completion of this section is required)

[ ]Residence of employee (Labor Code section 5501.5(a)(1).)

|:|Lomtion where injury occurred (Labor Code section 5501.5(a)(2).)
DPn‘ncipaI address of employee’s attorney {Labor Code section 5501.5(a)(3).)

Select 3 Digit Office Code For Place/Venue of Hearing (From the Document Cover Sheet)

Applicant (Completion of this section is required)

Last Name M

First Name

Address/PO Box (Please leave blank spaces between numbers, names or words)

City State Zip Code

Employer #1 Information (Completion of this section is required)

[] tnsured [ ] self-Insured [[] Legally Uninsured [ ] Uninsured

Employer Name (Please leave blank spaces between numbers, names or words)

Employer Street Address/PO Box (Please leave blank spaces between numbers, names or words)

City State Zip Code

DWC-CA form 10214 (a) Page 1 (Rev 04/2008) I



Insurance Carrier Information {if known and if applicable - include even if carrier is adjusted by claims administrator)

insurance Carnier Name {Please leave blank spaces between numbers, names or words) l

Insurarice Carier Streel Address/PO Box (Please leave blank spaces between numbers, names or words)

City

State Zip Code

Claims Administrator Information (if known and if applicable) —I—

Name (Please leave blank spaces between numbers, hames or words)

Street Address/PO Box (Please leave blank spaces between numbers, names or words)

City

State Zip Code

Employer #2 Information {Completion of this section is required)

[] tnsured [] setf-Insured [ ] Legally Uninsured [] Uninsured

Employer Name (Piease leave blank spaces between numbers, names or words)

Employer Street Address/PO Box (Please leave blank spaces between numbers, hames or words)

City

State Zip Code
Insurance Carrier Information

(if known and if applicable - include even if carrier is adjusted by claims administrator)

Insurance Carrier Name [Please Teave blank spaces between numbers, names of words)

Tnsurance Carrier Streef Address/PO Box {Please Ieave blank spaces between numbers, names o words)

City

DWC-CA form 10214 (a) Page 2 (Rev 04/2008) ‘

State | ZpCode



Claims Administrator Information (if known and if applicable}

Name (Please leave blank spaces between numbers, names or words)

Street Address/PO Box (Please leave blank spaces between numbers, names or words)

City State Zip Code

Employer #3 Information {Completion of this section is required)

[] tnsured [[] setf-nsured [ ] Legally Uninsured [] Uninsured

Employer Name (Please leave blank spaces between numbers, names or words)

Employer Street Address/PO Box (Please leave blank spaces between numbers, names or words)

City State Zip Code

Insurance Carrier information l
{if known and if applicable - include even if carrier is adjusted by claims administrator)

Insurance Carrier Name (Please leave blank spaces between numbers, names or words)

Insurance Camier Streef Address/PO Box {Please leave blank Spaces between numbers, names or words)

City State Zip Code

Claims Administrator Information (if known and if applicabie)

Name (Please leave blank spaces between numbers, namas or words)

Street Address/PO Box (Please leave blank spaces between numbers, names or words)

City State Zip Code

DWC-CA form 10214 (a) Page 3 {Rev 04/2008) I



Employer #4 Information (Completion of this section is required)

[ ] insured [ ] seif-insured [ ] Legally Uninsured [ ] Uninsured —|—

Employer Name {Please leave blank spaces between numbers, names or words)

Employer Street Address/PO Box (Please leave blank spaces between numbers, names or words)

City

State Zip Code
Insurance Carrier Information
(if known and if applicable - include even if carrier is adjusted by claims administrator)

Irsurance Carrier Name {Please leave blank spaces between numbers, names of Words)

Insurance Carmier Streel Address/PQ Box (Please leave blank spaces belween numbers, names or woras)

Uity

State 4p Code
Claims Administrator Information {if known and if applicable)

Name {Fiease leave blank spaces between numbers, names or words)

Street Address/PO Box (Please leave blank spaces between numbers, names or words)

City

State Zip Code

Labor Code Section 5313:

; *

Employees First Name

Empioyees Last Name

birth date

——-—W 1

while employed at

State
as a(m)

; in
Occupation Group
DWC-CA form 10214 (a) Page 4 (Rev 04/2008) |



[ ] More than 4 Companion Cases

[ ] specific Injury _I_

Case Number 1 i i (Start Date: MM/BDVYYYY) {End Date: MM/DIYYYYY)
l——_l Cumulative Injury (If Specific Injury, use the start dafe as the specilic date of injury)}

Body Part 1: Body Part 2: Body Part 3:

Body Part 4: Other Body Parts:

[] Specific injury

Case Number 2 [ ] Cumulative Injury (Start Date: MM/DD/YYYY) {End Date: MM/D
(If Specific Injury, use the start date as the specific date of injury)

Body Part 1: Body Part 2: Body Part 3:

Body Part 4: Other Body Paris:

[_] specific Injury

Case Number 3 [ 1 Cumulative Injury {Start Date: MM/DD/YYYY) {End Date: MMIDDIYYYY)
(I Specific Injury, use the start date as the specific date of injury)

Body Part 1: Body Part 2: Body Part 3:

Body Part 4: Other Body Parts:

[ ] Specific Injury

Case Number 4 [ ] Cumulative injury (Start Date: MWDD/YYYY) —(End Date: MWD
(If Specific Injury, use the start date as the spedific date of injury)

Body Part 1: Body Part 2; Body Part 3:

Body Part 4: Other Body Parts:

by the employers and their insurers listed above and who sustained injury(ies) arising out of and in the course of employment to

(Please list all body parts injured)

DWC-CA form 10214 (2) Page 5 (Rev 04/2008)




2. The injury (ies) caused temporary disability for the period through
MM/DD/YYYY

for which indemnity has been paid at $ per week.
MM/DDAYYYY Indemnity Paid

2(a).The injury{ies} caused additional temporary disability for the period

MMDDYYYY

through atthe rate of § in the amount of $
MMDOYYYY Rate indemnity Paid

3. The injury(ies) caused permanent disability of % for which indemnity has been paid at §

Indemnity Paid
per week beginning in the sum of $ Jess credit for such payments
i And a life pension of $ r waek thereafter.

previously made [ ] p Lo Pansion pe
Labor Code §4658(d) adjustment:
D Increase rate fo $ as of

MMDD/YYYY
D Decrease rate to §

as of
MMWDD/YYYY

Not Applicable
[1

An informal rating [:I has / D has Not {Select one)  bean previously issued Case No(s)

4There [ |is [ ] is Not aneed for medical treatment to cure or relieve from the effects of said injury(ies).

5. Medical-legal expenses and/or liens are payable by defendant as follows:

6. Applicant's attomey requests a fee of $

[ ] Fees to be commuted as follows:

7. Liens Against compensation are payable as follows:

DWC-CA form 10214 (a) Page 6 (Rev 04/2008)




8.Any accrued claims for Labor Code section 5814 penalties are included in this settiement unless expressly excluded.

9.0Other stipulations:

Dated

WMoY Y'Y Applicant

Applicant's Attomey or Authorized Representative:
[ ] Law Firm/Attorney [ ]Non Attorney Representative

First Name

Last Name

Firm Number

Law Firm Number

Address/PO Box (Please leave blank spaces between numbers, names or words

City State Zip Code

Dated

MESD/YYYY

DWG-CA form 10214 (a) Page 7 (Rev 04/2008) —l—

Applicant Attorney Signature



Defendant's Attorney or Authorized Representative:
[_] Non Attorney Representative | | Law Firm/Atiorney

First Name

Last Name

Law Firm Number

Law Firm Name

Address/PO Box (Please leave blank spaces between numbers, names or words

Cry

Dated

MM/DDAYYYY

State Zip Lode

Defense Attorney Signature

Defendant's Attorney or Authorized Representative:
[ ] Law Firm/Attorney [_] Non Atiorney Representative

First Name

Last Name

Firm Number

Law Firm Name

Address/PO Box (Please leave blank spaces between numbers, names or words

Ciy

Dated

MM/DDIYYYY

“State Zip Code

_I_

DWC-CA form 10214 (a) Page 8 (Rev 04/2008)

Defense Attorney Signature

I_



Defendant’s Attorney or Authorized Representative:
[ ] Law Firm/Attomey [ ]Non Attorey Representative

First Name

Last Name

Firm Number

Law Firm Name

Address/PO Box (Please leave blank spaces between numbers, names or words

City State Zip Code

Dated

MM/DDIYYYY Defensa Altorney Signature

Interpreter Licence Number:

Interpreter Name Interpreter License Number

+

DWC-CA form 10214 (a) Page 9 (Rev 04/2008)
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JOHN A SMITH MD
JOHN A SMITH PT
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_ ,
3

ualified Medical Evalua®r "
Diplomat. American Board of Physical Medicine & Rehabilitation

DiplomaL American Bogrd of Electrodiagnostic Medicins (EMG)

- Evaluahon

Evalhuation Dare arch 14,
Date of lnjury March 19, 2005
Clairn Number -
WCADB Number
Employer

interval History
Oral thrush

Oral thrush is sill treated with Diflucan prescribed by{ IR
Urtiearia |
ftehing ostcnsil:;ljw due to Norco has resolved
Rigbt upper cxtremity

Pain persists in the region of the right lateral epicondyle and extensor digitorum
communis and radial tunne]

LeRt lower eatremity
Pain has not changed and is provoked with prolonged sianding.
Examination
Sifting

Sitting was again characterized by weight bearing on the right side and avoiding
weight bearing on the left.

—POB - =




vae by eddio Ug UV Phe diIe obd B2 I[HE HARKI|FURU FUUugG/sulb

March 14, 2008

Page 2

Mouth

Tongue showed less fungal whiteness but f thkfish—iike appearance remained.
Elbow

ui :
Tenderness rematned in the tight cpicondylar%egion.

Lumbar Sacral Regron

dbnormal finding or pawr that are ahvent are designaled as 0, thai are mild are designaied !, that
are moderaizs are designaled 2, thot are sevare are designaied 3

Tenderness Left Right Normal
Thoraco-lumbar junction 0 .0 0
~ Lumbar sacral junction ! 1 0
Pelvis |

Abrormal finding or pain that are absent are designated as 0, vhet are mild are designaied |, that
are moderate gre designated 2. that are severe are designated 3

Tenderness ' Left Right Normal
Sacroiiiac joim

Sacroiliac joint compression
Piriformis muscie

Posterior iliac crest

Scistic notch

R N
Lo TR TS T . T
o 0 O 9o O O

Antenor psoas tendon inserhon

Straight Leg Raising

Straight leg raising aggravated pain. Pressure on the left posterior hamstrings
above the knee and along the sciatica nerve aggravated significant pain. The same pain
complamnts were provoked with pressure on the buttocks and on the sciatic notch and
even on the enierior pelvis in the region of Lhe iliacus



March 14, 2008

ngre 3

Diagnostic Test

Magnstic resonance imaging of lumber sacral spine on March 4, 2008 reveaied
L2-L3. L3-L4 2 10 3 millimeter far isft Iateral sub ligamentous protrusion with mild
proximal jeft neural foraminal stenosis at both levels and 1 10 2 millimeter antero listhesis
of L3 with respect to L4, At L4<L5 g 1-2 miliimeter interveriebre] disc bulge was noted,
At L3-8l a less than 2 millimeter intervertebral disc bulge was noled Left renal cyst wes
alse found

reported that on March 6, 2005 magnetic resonance umaging
of the lumbar sacral spine revealed degenerative disc disease from L2 through S1. small
posterolateral annular tears at L3-L4, L4-L5 and L.5-51, and facet arthropathy with miid
neural foraminal stenosis at the left L5-S1 arsa with the left L5 nerve root displaced
against the body of LS

In the cervical region the mapnetic resonance imaging from March 4, 2008
showed a C3-C4. 1-2 militmeter left lateral intervertebral disc bud and osieophyts with
meod Ieft neural foraminal stenosis, a C5-C6 1-2 millimeter buglc and esteophyuc ridge
with moderate neht mild I=ft neural foraminal stenosis and borderline spinal canal
ngrrowing, and C6-C7 1-2 millimeter Iateral interveniebral dise buige.

Diagnosis

L3, L4, L3, degenerative changes with annular degenerative changes primanly on
the left side with lefi-sided sciatica with significant lefi-sided ncural foraminal stenosis at
the left L4 region. as noted on her most recenl magnetic resonance imaping with
significant sciatica noted on examinauon

Cervical degenerative disc disease with radiating pain to the proximal upper
extremities

Left hemu hypeigesia, eticlogy unclear
Sleep disorder, aggravated by chronic pain
Depression and amiety, aggravaied by chromic pain

History of bladder incontinence, etiology unciear




oo- bl L RS L L L] R N N R ] e e = e

March 14, 2008 !

ape

History of adverse reactions to Baclofen. Cyclobenzaprine and Soma or
Carisoprodo} with the development of oral thrush

Hisiory of adverse reaction 1o Lyrica causing difficulty breathing

History of adverse reaction 10 Newrontin or Cymbalta, actual agent not cicar.
causing significantly increased pain in limbs and joints

Hrstory of adverse reaction to Norco or hydrocodone causing urtcaria
History of adverse response to Sulfa causing difficulty breathing
Future Medical Treatment
Avoid
Baclofen, Flexeril and Soma as lhe} zpgravated thrush.
Lyrice due to adverse effccts on her abiliﬁ 1o breathe.
Neurontin as it provoked limb and abdominal pain.
Norco as it provoke rticaria.

Increase

Ultram to 300 milligrams ER in an attempt 10 reduce pam withowt increasing the
amount of controlied substancss

Restart

Cymbalha 20 milligrams once again to assess 1ts efficacy on—sciazica
versus adverse effects.

Start

TENS 1o reduce pain and muscle spasm ang sciafica.




L R

*  RECENED: 3r27/2008 1:27:08 FW

Mareh 14. 2008

age 3

Continue

Percocer 5/323 10 reduce sciatica even though it causes mild cognitive probiems.
Thus 15 preferable 1o other medications that have caused more adverse reactions

Consider

Other medication in an attempt 1o find one that does not cause adverss conditions
but reduces scianc pain. [ wili consider Mexilitine in subsequent evaluations to reduce
nerve pain

Re-evaluste

in two weeks

Prolonged Evaluation

Added bme was spent In edueatmg_ﬁccordmg to _Title 8 Californis Code of
Regulations Sections 9792.20 - 9752.23, the Department of Industrial Reisnions has pubhished 2 Medical
Treamnent Unlization Schedule w replace Chapter €, Paix, Suffering, and the Restoration of Funcnon of
Qccupational Medicme Practice Guidelines, Second Editzan, of the American Coliegs of Occupationel apd
Environmental Medieine (ACOEM Practuice Guidehines) educstion i recammended The Siate of
Calrforniz Mcdical Treatment Unilization Schedule advises practimoners to develop and implement an -
effective stategy with shills 1o educare patients and recommends an education-based paradigm to start with
inevpensiveé cammunication providing reassuring nformetion 1o the patient The Schedule aise
recommends more in-depth education fo ex1st within # vestment regume employing funciional restorative
and mnovative programs pf prevention and rehabilitanon, it advises thal ne (reatment plan ts complere
without addressing ssues of patient education as a meens of faciizering self-management of symproms and
preveation

Declarabon

I declare under penaky of perjury that | have not violated the provisions of Californta Labor Code
139 3 with reaard to the evaluanon of this pauent or the preparauon of this report

March 14. in the || R caiforniz
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JOHN A SMITH MD
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[

LN -

L= L A R g ) ol wr L W [ e A RN N R

TR T E P

ﬂlﬂ !!lﬂl Evainator

Diplomat, American Board of Physical Medicine & Rehabilitation
Dipiomat. American Board of Elecirodiagnestic Medicine (EMG)

Neuro-Diagnosfic Evaluation
Patient
Evaluanon Date February 29, 2008
Daie of Injury March 19, 2005
Claim Number

Climeal Information
Evaluate for cause of pain in either leg.
Findings

Sura! sensory studies recorded at the lateral ankles exhibited mildly slowed
conduction velocrties. Both peroneal sensory latencies recorded al both anterior ankles
re_weaie:i normal conduction valocilies

. Evoked tibia! motor compound action potentiais recorded from the abductor
hatiucis muscies both ankles were normal. The Jate ubial H refiexes recorded from the
calf muscies revealed a significantly proionged latency in the right medial gastrocnemius
muscles muscle The late tibial F waves recorded from the abductor haliucis muscle in
either foot were normal. the peroneal motor studies of the regions between the popliteal
fossas and fibular heads and the regions between the fibular heads and the ankles
recorded from the exiensor digitorum brevis muscies in both feet were within normal
limits. The late peroneal F waves recorded from the extensor digitorum brevis muscles
revealed a prolonged latency on the left

Needle electromyography studies reveaied normal findings bitaterally without
evidence of raciculopathy or axonal degeneration. The conduction veiocity studies,
howaver, show findings that are compatible with mild poiyneuropathy with possible mild
polyradiculopathy.

impression

Mild polyncuropathy with possible mild polyradiculopathy. Ciinical corroboration
18 warranted.




jUUgs Uy
Ml LMV O 1% Ry T hRA JID JLE VI AL HARITOURNU Hed]

Dip

Neurdaiagnos (o=

Patieny-

ol e —
Skintemp: 32°C Test Date: 29/08 '

Motor Nerve Stugv

Patoneal Newvs -

Rac Sde EDB Lol fms) Cue tmmg) Armp {mv) Area (mvms) Dl jmm} TV (mis)
STIM SITE L [ L R L R L R L R L R
Ankin 83 51 43 &3 t& 25 4T 82 70 70

Fib Head 138 123 65 &8 18 23 BE 72 ®|E 30 501 455
Pop Foe 152 141 E3 55 18 2& 80 &7 & B a50 &7
Tial Negve:

RecSne AH Lat (ms;) D (ms) Amp [mv) Areg (mVms)  Dist (mm}

STIM SITE L [ L R L R L [ L R

Ankig &g 53 28 3g 43 &% 76 122 B PO

Sepsory Nerve Studs

Peronaal Nerve
Ret Sre aora k. Lat (s} Fie LBLIMS]  &mpv) - Dagtgmam) &V (mis)
STIM SITE L R L R L R L R L R
Lower leg 30 21 35 1o wo 1o 120 120 a2 sri
Surai Nerve
Rec Sue Ankle Lat (ma} Pk lal(ms)  Amp{uv) Drst ¢rremy C v (rvs)
ETIM SITE L R L ® L R L R L R
mud calf 33 38 Ag &7 35 70 120 128 ¥e s
F-Wave Stady
Peroneal Nerva
Res Sne EDE Letancy
Sim Sae Ankle ms
L R
M wiaiva £8 550
F wave 5367 5050
F-it 5083 4500
Tiia! Nerve
Rec Sne A Larency
Stim Se Ankle ms
L R
M wave $83 483
F wave 8517 S0 87

Fadl 49 33 4583
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§ e ——

Lo 1= . "o

b

H Reflex Studv

Tl Nerve
Rec Ste Soleus
Sim Sde Pop Fos

Mwave
H wavs

Fagh! Tmal Netve
Ros 5te Soeus
Stm Sma Pop Fog
M wave

H wave

EMG Study
Many

L Gastros Mad

L Gaslroc Ln

L Perspaus Ln

L Tmass An

L ExrHalin

L Exi Dwg Br

R Gastrac Med
R Gastroc Lo

R Psronews Ln
R Tibwals Ar

R Extmalin

R ExtDng Br

Ins Act
T
nerm
Porm
heim
nom
noitn
narm
norm
norm
Ao
nomn
norm

Wl JOL VL

PAE AARIruUnu

MUluso

page2

02/29/08

Lalengy

m

L R

6§67 st

S s

Latency

ms

5§80

40 50
PEW Fascies  Pelvph MU Amp MU Dur Config  Parem  Reemun
L) ngne nene norm norm norm hom ngrm
one none none NOETTY noom norm nerm norm
nome noMn none netm fiorm form neim norm
nons nane none nSHm nerm nesm noem nomm
none none nang noim noim norm narm DM
nons none: none normn nOMm norm harm narm
none nne nhone aarm nom -1y 4! norm nemm
nang nere nonE harm norm norm nprm nom
honhe none nona RO nonm norm norm orm
nane none o e o norm rofm. nOIM.
none nong nmp narm rorm R nerm nosm
nona nens nans norm norm nem noim norm
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